It is generally recognized that the administration of a structured or semistructured interview by clinicians or trained interviewers is the "gold standard" for the assessment of the specific psychopathology of eating-disordered behavior (Crowther & Sherwood, 1997; Fairburn & Beglin, 1994; Garner, 2002; Wilson & Smith, 1989) . Frequently, however, clinicians and researchers need a more costeffective means of screening individuals. Because of the low prevalence of ED, it is usually not possible to conduct interview assessments with the total sample in ED epidemiological studies. Therefore, the use of a two-phase design, in which interview assessment is conducted only with probable cases identified on the basis of a self-report measure, is the most commonly used strategy in ED epidemiological studies (Dunn, Pickles, Tansella, & Vazquez-Barquero, 1999) .
Among self-report measures of eating-disordered behavior, the Eating Attitudes Test (EAT; Garner & Garfinkel, 1979) has been widely employed as a screening questionnaire in ED epidemiological studies (Mond, Hay, Rodgers, Owen, & Beumont, 2004) . Particularly, the 40-item version of EAT has been the most frequently used screening questionnaire in Spanish-speaking community samples (Mancilla-Díaz & Pérez-Mitré, 2006) . The EAT-40 has three subscales: Dieting, Bulimia and Food Preoccupation, and Oral Control. The majority of Spanish ED epidemiological studies employing the EAT-40 as a screening instrument (Peláez-Fernández, Raich, & Labrador, 2010) have used a cutoff point of 30, following the original EAT-40 study (Garner & Garfinkel, 1979) , where a sensitivity of 100% and a specificity of 93% were found at this cutoff point. Nevertheless, further validation studies of the Spanish version of the EAT-40 (Canals, Carbajo, & Fernández-Ballart, 2002; Castro, Toro, Salamero, & Guimerá, 1991) , using the score of 30 as the cutoff point, found a low sensitivity (67.9 and 75%, respectively) and a specificity of 85.9% and 97.1%. However, with a cutoff point of 20, the sensitivity was 91% and the specificity was 69.2% (Castro et al., 1991) and using the score of 25 as the cutoff point, the sensitivity was 87.5% and the specificity was 93.9% (Canals et al., 2002) . A more recent Spanish ED epidemiological study performed with community samples and employing the EAT-40 as a screening instrument used a cutoff point of 20 (Peláez Fernández, Labrador, & Raich, 2007) . These authors found a sensitivity of 90.2% and a specificity of 53.73%. With a cutoff point of 30, they found a very low sensitivity: 58.82%, and a specificity of 84.39%. Comparing the sensitivity and specificity of 20 and 30 as cutoff points of the EAT-40 as a screening instrument in Spanish ED epidemiological studies, there is evidence that 20 is a more appropriate score than 30.
The Eating Disorders Examination-Self Report Questionnaire Version (EDE-Q; Fairburn & Beglin, 1994 ) is a promising screening instrument. The EDE-Q is derived from and scored in the same way as the Eating Disorder Examination (EDE; Fairburn, & Cooper, 1993) . The EDE is a structured interview with excellent psychometric properties, which is considered the instrument of choice for the diagnosis and assessment of ED (Garner, 2002; Smith, Marcus, & Eldredge, 1994; Williamson, Anderson, Jackman, & Jackson, 1995) . The EDE-Q is a self-report version of this interview, and provides a similarly comprehensive assessment of the specific psychopathology of eatingdisordered behavior in a relatively brief self-report format (36 items). The EDE-Q has four subscales: Restraint, Eating Concern, Shape Concern, and Weight Concern. The EDE interview (12 th edition) was translated into Spanish and validated (Raich, Mora, Sánchez-Carracedo, & Torras, 2000) . According to these authors, this version achieved a good internal consistency (.80 to .90 across the subscales) and capacity to discriminate between ED cases and controls. The Spanish Version of the EDE (S-EDE) has also demonstrated to have good short-term (5-14 days) test-retest reliability for objective bulimic episodes (.79), although unacceptable for subjective bulimic episodes (.22) , and good to excellent test-retest reliability for the S-EDE subscales (.67 to .90) (Grilo, Lozano, & Katherine, 2005) .
Studies of the validity of the EDE-Q have revealed high correlations between the EDE-Q and EDE in assessing the core features of ED psychopathology in general population (Fairburn & Beglin, 1994) , among female substance abusers (Black & Wilson, 1996) , and in clinical samples of both bulimia nervosa (BN) and binge eating disorders patients (Carter, Aime, & Mills, 2001; Wilfley, Schwartz, Spurrell, & Fairburn, 1997) . Research also suggests adequate correlations between the EDE and the EDE-Q in the assessment of purging, restraint, and shape and weight concern (Fairburn & Beglin, 1994; Mond et al., 2004) ; acceptable internal consistency, test-retest reliability (Luce & Crowther, 1999) , and good concurrent and criterion validity (Mond et al., 2004) .
The validity of the EDE-Q in assessing ED specific behaviors is less clear. Significant discrepancies between the EDE-Q and the EDE with respect to assessment of binge eating behavior have been reported both in clinical samples and general population (Black & Wilson, 1996; Carter, Aime et al., 2001; Fairburn & Beglin, 1994; Wilfley et al., 1997) . However, these findings are more likely to reflect the inherent difficulty of assessing binge eating behaviors by self-report (Meadows, Palmer, Newball, & Kendrick, 1986; Peláez-Fernández, Labrador, & Raich, 2005) instead of a particular failing of the EDE-Q (Mond et al., 2004) .
The EDE-Q has been used by many clinicians during the last few years in Spain (Villarroel, Penelo, Portell, & Raich, 2011) . However it has rarely been used as a screening instrument in general population (Mancilla-Díaz & Pérez-Mitré, 2006; Peláez-Fernández et al., 2007) . So far, there are only two studies assessing respectively the validity of the Spanish version of the EDE-Q (S-EDE-Q) and the test-retest reliability of the S-EDE-Q (Villarroel et al., 2011; Elder & PELÁEZ-FERNÁNDEZ, LABRADOR, AND RAICH Grilo, 2007) . Villarroel et al. (2011) used a sample of 708 undergraduate women (age range: 18-30 years) enrolled at the Universidad Autónoma de Barcelona and found satisfactory internal consistency for the four subscales (α ≥ .81) and adequate convergent validity between the S-EDE-Q and two questionnaires: the Eating Disorder Inventory 2 (EDI-2; Garner, 1991) and the Body Shape Questionnaire (BSQ; Cooper, Taylor, Cooper, & Fairburn, 1987) . Elder and Grilo (2007) studied the short-term (5-14 days) test-retest reliability of the S-EDE-Q with 77 monolingual Latina women recruited from the community, and found Spearman r´s ranging from .71 to .81 for the four subscales.
To date, there are no published data regarding the validity of any Spanish version of the EDE-Q when used with adolescents. Nor are there data available regarding the validity of any Spanish version of the EDE-Q using a clinical interview (such as the EDE) as the external criterion. This information would be of great interest for clinicians and researchers around the world who need to use a valid screening instrument of ED with Spanish-speaking adolescent and young adult population. Thus, the purpose of this research was to investigate the psychometric properties of the S-EDE-Q (internal consistency, concurrent validity, sensitivity, specificity, positive and negative predictive value) using the S-EDE as well as the EAT-40 (with a cutoff point of 20) as external criterions with a large community sample of female and male adolescent and young adults.
Method

Participants
A total of 1543 students participated in the study: 916 females (59.4%) and 627 males (40.6%). Age range: 12-21 years (M = 15.73, SD = 2.34). All the students were registered in the first, second, third, and fourth courses of Secondary Obligatory Education (SOE); in the first and second courses of high school (Bachillerato); and in the first course of university education. The participants were selected from 12 different education centers (schools, high schools, and universities) in the region of Madrid (Spain). Five of the schools were public; three were public at the elementary level but private at the high school level; and four were private. The students´average body mass index (BMI) was 21.96 (SD = 3.49).
Random sampling by conglomerates was carried out. The first step was the selection of a random sample of education centers in the region of Madrid. Twenty schools, institutes, and universities from the registries of the Council of Education of the region of Madrid were selected at random, excluding the special education centers (centers for handicapped students, who might not be able to complete the tests in the 30-min time limit allowed for each classroom).
Because these registries are divided by location (Madrid City, local towns) and type of centers (public or private), schools, institutes, and universities were chosen for each one of these variables. Of the 20 selected centers, only 12 agreed to participate in the study. The second step was the random selection of the courses and classrooms.
The following were the exclusion criteria for the study: -Mental deficiency and/or physical disability, as both conditions make it difficult, or even impossible, for such participants to complete the tests used in the study.
-Difficulty understanding Spanish (the language in which the tests were written).
Design and procedure
The present investigation was a cross-sectional study. The study took eleven months to complete.
Contact with directors and orientation staff was established in the 20 education centers of the region of Madrid in order to explain the intention, objectives, and requirements of the study (e.g., informing them that the administration of the tests would take approximately half an hour for each classroom and requesting their participation in the study). Also, they were informed about the use of deception in the study (to obtain participant cooperation at the screening level and at the interview stage), a final debriefing at the end of the study, a 1-h prevention program for all the participants, and an offer of free specialist treatment for those participants who met ED criteria.
In eight centers, the directors refused to participate in the study, mainly because of incompatibility with the school calendar/curriculum schedule (having other programs to carry out, study coinciding with the school examination period). The centers whose members agreed to participate in the study did not differ from those that refused to participate in terms of demographics or type of center (i.e., public vs. private).
Once agreement was obtained from the personnel of the centers, parental consent was gathered before proceeding with the study for students younger than 18. The consent form, which included the purpose of the study, the reason for using deception, and the guarantee of anonymity and confidentiality, was read to the parents and signed by them.
Instruments
The study consisted of group administration of the following instruments:
-A questionnaire that assesses general sociodemographic data.
-The Eating Attitudes Test (EAT, Garner, & Garfinkel, 1979) , translated into Spanish and validated (Castro et al., 1991) .
-The Spanish version of the EDE-Q (S-EDE-Q; Peláez-Fernández, 2004) .
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To facilitate the understanding of the items for all the students of the sample (especially young adolescent girls and boys, aged 12 and 14), the version of the EDE-Q that was translated into Spanish and used in this research is the one adapted by Carter, Stewart and Fairburn (2001) , in which certain words and phrases of the original version (Fairburn & Beglin, 1994) were replaced with simpler language. For example, the phrase, "what other people would regard as an unusually large amount of food given the circumstances" was replaced by "what other people would think as a very large amount of food given the situation." The time frame used in the S-EDE-Q was three months for items referring to key ED behaviors (Items 15-36) and 28 days for the rest of the items (Items 1-14) . At the end of the questionnaire, we added two questions (only for female participants) regarding the irregularity of the menstrual cycle within the last three months.
-Weight and height measurements of all the participants, without heavy clothing or shoes, were carried out to calculate the BMI (in kilograms per square meters).
The administration of the questionnaires was accomplished in a single 45-min session. The students were informed that their participation was entirely voluntary and that refusal to participate was not going to be penalized in any way. To avoid people with ED refusing to participate in order to conceal their condition, the study was presented to the students as having the aim of knowing their opinions and customs concerning body image or feeding issues, indicating clearly that the results would be strictly confidential. Figure 1 . Outline of the procedure.
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Of the 1543 participants, 602 were interviewed with the EDE (12 th edition) diagnostic interview (Raich et al., 2000) : 332 of them were "possible cases", as they scored 20 or more in the Eating Attitudes Test (EAT-40) (Spanish version) (Castro et al., 1991) 
or fulfilled the Diagnostic and Statistical Manual of Mental Disorders-IV-TR (DSM-
IV-TR; American Psychiatric Association, 2000) diagnostic criteria for ED according to the S-EDE-Q; and 270 were "possible controls" as they did not reach either of the two criteria. Figure 1 shows the outline of the procedure.
The interviews were administered by two clinical psychologists (with Master's degrees in Clinical Psychology) who were previously trained in the use of the S-EDE and blind to the screening scores. Kappa coefficient of interrater agreement was .97. Most of the interviews took place 1 week after the first stage to minimize changes in ED symptomatology. This was possible because the 12 centers were consecutively assessed by the interviewers for an entire year.
At the end of the study, the participants were debriefed about the true purpose of the study and the reason why the experimenters proceeded that way. A 1-hour prevention program was offered in each center, explaining briefly the composition of ED and informing the students how to handle mass media messages (pressure to be thin), as well as the importance of having at least three meals a day and being educated about food. Students with an ED diagnosis were also offered free consultation and treatment, as well as our data (e-mail, phone), so they could contact us. Most of them accepted the consultation. The treatments lasted between six months and one year and were carried out (with the consent of the parents of minor students) by psychologists who belonged to the Department of Clinical Psychology of the Universidad Complutense de Madrid.
Results
Internal consistency
Results showed acceptable internal consistency (α) for the four subscales of the S-EDE-Q: Restraint (.86), Eating Concern (.75), Shape Concern (.93), and Weight Concern (.74). Table 1 shows the items that correspond to the four subscales of this version. An additional corrected point-biserial output correlation was performed to examine the internal consistency of the S-EDE-Q. This analysis shows the correlation of each item with the total score of the subscale to which the item belongs. The analysis included the 22 items belonging to the four S-EDE-Q subscales. Table 2 shows the corrected point-biserial correlations and Cronbach's alpha value if each item were deleted.
VALIDATION SPANISH VERSION EDE-Q FOR SCREENING ED 821
Sensitivity, specificity, positive and negative predictive value
Acceptable results were found in sensitivity (96.08), specificity (94.01), positive predictive value (59.76), and negative predictive value (99.62) for the S-EDE-Q when compared with the S-EDE. Table 3 (2 x 2) shows the number of ED cases according to the S-EDE-Q and the S-EDE.
Concurrent validity Correlation of S-EDE-Q and S-EDE (DSM-IV-TR diagnosis)
Cohen's kappa coefficient of agreement between the S-EDE and the S-EDE-Q, in terms of DSM-IV-TR specific diagnosis for ED, was acceptable: K = .57 (p < .001). Table  4 shows the DSM-IV diagnoses for ED according to the S-EDE and the S-EDE-Q.
Correlation of S-EDE-Q subscales and EAT subscales
Correlations of the subscales of the S-EDE-Q with the EAT-40 subscales were measured. All correlations were positive and significant. The EAT-40 Dieting subscale correlated highly and positively with the four S-EDE-Q subscales (r ≥ .70) (See Table 5 ).
Discussion
Although the S-EDE-Q has been used by many clinicians in Spain, there is only one work that has studied the validity of the S-EDE-Q (Villarroel et al., 2011) . These authors provide data regarding the internal consistency and convergent validity of this version compared to the EDI-2 subscales and the BSQ global factor, using a sample of 18-30-year old undergraduate women. The present study is, to our knowledge, the first one reporting data on the validity PELÁEZ-FERNÁNDEZ, LABRADOR, AND RAICH 822 of the S-EDE-Q with female and male adolescents and using a clinical interview as an external criterion.
The results of this study indicate that the S-EDE-Q has adequate internal consistency and concurrent validity. The S-EDE-Q subscales correlate highly and positively with the EAT-40 subscales, especially the Dieting subscale. In addition, correlation between the S-EDE and the S-EDE-Q diagnoses was acceptable. The sensitivity, specificity, positive predictive and negative predictive value of this version were good to excellent (excellent sensitivity: 96.08%, specificity: 94.01%, and negative predictive value: 99.62%, and good positive predictive value: 59.76%). These results support the psychometric adequacy of the S-EDE-Q as a screening questionnaire for ED in community samples where the prevalence is approximately 4% (DSM-IV-TR; APA, 2000) . Given the results obtained in the present study, the S-EDE-Q would also be an excellent diagnostic instrument in clinical practice where the ED prevalence is higher.
Our findings are in line with those reported by Mond et al. (2004) , who examined the concurrent and criterion validity of the EDE-Q using the EDE as external criterion with a sample of 208 18-45 yr. old Australian women recruited from the community. Mond et al. (2004) found positive and significant correlations between the EDE and EDE-Q, and acceptable values of sensitivity, specificity and positive predictive value for the EDE-Q.
A strength of this study is the high response rate. Data regarding the ED diagnosis according to the S-EDE were available in 97% of the possible cases. A second strength is that the data were collected using a random sampling by conglomerates, and both private and public centers participated in the study. These methodological approaches contribute to the generalizability of the results to general school population.
A possible limitation of the study is related to the administration in class of the questionnaires. It is likely that students sitting next to their schoolmates may have withheld some data, especially students with ED symptomatology (Beglin & Fairburn, 1992; JohnsonSabine, Wood, & Patton, 1988) . A second possible limitation is the issue of whether the results from school population are generalizable to adolescent and young population who do not attend school. This issue is especially relevant for boys and girls over 16, as school attendance is not obligatory in Spanish-speaking countries for individuals over this age (Escobar-Araújo, Muñoz-Ramírez, & Ramos-Olmedo, 2004 ). However, as there are no published studies on ED epidemiology among nonschool community samples in Spanish-speaking countries (Mancilla-Díaz & Pérez-Mitré, 2006 ), whether or not a different ED prevalence rate could be expected among young community samples not registered at school compared to school population is not known. A third possible limitation of the study is that information about the ethnic diversity of the sample was not collected. Thus, the extent to which the sample is representative of various ethnic groups is not known.
Considering the findings of the present study and those published elsewhere (Villarroel et al., 2011) , the S-EDE-Q appears to be a psychometrically adequate self-report measure for the screening of ED in community samples.
